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Introduction
 Post-traumatic stress disorder is an anxiety disorder that often follows exposure to an extreme stressor that causes injury, 
threatens life or physical integrity[1]. According to DSM-5 symptom criteria for PTSD, a person that is affected by this disorder,
• has been exposed to death, threatened death, actual or threatened serious injury, or actual or threatened sexual violence;
• persistently exhibits intrusive symptoms (i.e. images, thoughts, perceptions, illusions, nightmares, flashbacks);
• shows persistent avoidance of stimuli associated with the trauma;
• undergoes alterations in cognitions and mood;
• reports trauma-related alterations in arousal and reactivity.
Copyrights: © 2017 Muretti, A.M. This is an Open access article distributed under the terms of Creative 
Commons Attribution 4.0 International License.
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Abstract
Post-traumatic stress disorder (PTSD) is a condition triggered by the experience of trau-
matic events and it can lead to long-term difficulties for patients and relatives in regards 
with their quality of life. There is growing body of evidence regarding the prevalence 
of PTSD amongst intensive care personnel. We set out to investigate whether there is a 
need for psychological support for both critically ill patients’ relatives and the intensive 
care unit (ICU) personnel.
Method: A prospective two-stage survey was conducted in the ICU of a teaching hospi-
tal in the United Kingdom. Two predefined questionnaires composed of closed and open 
questions focusing on emotional needs and individual views of psychological support 
were distributed to Group 1 formed by families members (Group 1A) and ICU personnel 
(Group 1B) in the survey Supporting Families Emotional Needs, and to Group 2 com-
posed by ICU personnel in the survey Supporting Staff Emotional Needs.
Results: There were 77 questionnaires completed. In Group 1 there were 41 question-
naires completed on the “Supporting Families Emotional Needs” survey (16 by Group 
1A and 25 by Group 1B members) and in Group 2 there were 36 questionnaires com-
pleted on the “Supporting Staff Emotional Needs” survey. Both surveys highlighted the 
need for a psychological support service. The design of this type of service was also 
investigated and was formed by opinions of the participants.
Conclusion: There is a need for additional emotion support within the ICU. Yet further 
work is needed to identify strategies in order to provide this support.
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 To be diagnosed, these symptoms need to persist for 
more than one month, the person needs to show significant 
symptom-related distress or functional impairment and the dis-
turbance is not due to medication, substance or illness. National 
Collaborating Centre for Mental Health (UK) in “The manage-
ment of PTSD in Adults and Children in Primary and Secondary 
Care” (2005) pointed out that although most people who have 
experienced a traumatic event will not develop PTSD, it is still 
a prevalent disorder2. The prevalence of PTSD has been studied 
by different research groups in several countries[2], Kessler and 
colleagues in a large and representative sample in the US, esti-
mated a lifetime prevalence of PTSD of 7.8% (women 10.4%, 
men 5.0%) using DSM-III-R criteria[3]; Creamer and colleagues 
and Narrow and colleagues made estimates for 12-months prev-
alence range of 1.3% in Australia and 3.6% in the US, respec-
tively[4,5].
 Stein and colleagues and Andrews and colleagues esti-
mated that a 1-month prevalence ranged from between 1.5-1.8% 
using DSM-IV criteria and 3.4% using the less strict ICD-10 
criteria[6,7]; van Zelst and colleagues analysed the prevalence of 
the disorder in later life and discovered that it remains common, 
but with the suggestion of a greater proportion of sub-syndro-
mal PTSD in the older age group[8]. The incidence was studied 
by Kessler and colleagues who found that the risk of develop-
ing PTSD after a traumatic event is 8.1% for men and 20.4% 
for women, and Breslau and colleagues found an overall risk 
of PTSD to be 23.6%, and a risk of 13% for men and 30.2% for 
women[2,3,9,10]. 
 The reason why PTSD is a significant problem is that 
it can have a very strong impact on the lives of those who de-
velop it. The consequences of PTSD are well illustrated in the 
introduction of “Screening for Post-Traumatic Stress Disorder 
(PTSD) in Primary Care: A Systematic Review” where the in-
vestigators found elevated rates of suicide, hospital admission, 
poverty and unemployment among those who suffer from PTSD 
show that they have often diminished functioning and a poorer 
quality of life[11-13]. Moreover, the systematic review pointed out 
that Andersen and colleagues found that a significant medical 
morbidity is also common among those with PTSD and that sev-
eral age-related chronic medical conditions develop earlier[13]. 
The review also considered what Calhoun and colleagues and 
Zen and colleagues noticed among people with PTSD: they have 
higher prevalence rates of problematic health behaviours and 
utilise medical care at higher rates than those without PTSD[14,15].
 Both traumatic events and genetics can be considered 
risk factors for PTSD. Traumatic events that can lead to PTSD 
include: war, natural disaster, car or plane crashes, terrorist at-
tacks, and sudden death of a loved one, rape, kidnapping, as-
sault, sexual or physical abuse and childhood neglect. There is 
evidence that susceptibility to PTSD is hereditary: approximate-
ly 30% of the variance of PTSD is caused by genetic factors[16].
 PTSD can develop in many different situations, and 
even in hospital settings. According to a recent study which an-
alysed the relationship between critical illness and psychiatric 
consequences, a positive and statistically significant correlation 
between PTSD and hospitalisation in Intensive Care Unit was 
found[17]. In particular, hospitalisation in ICU increases the like-
hood of developing PTSD by 3.48 times, compared to treatment 
in another part of the hospital[17]. Parker and colleagues, con-
ducting a systematic review and meta-analysis of the prevalence, 
risk factors and prevention/treatment strategies for PTSD symp-
toms in critical illness survivors, found that nearly one-quarter 
of ICU survivors suffer from PTSD[18]. 
 However, patients are not the only ones who can devel-
op PTSD in ICU, it can also affect their family members and the 
nursing personnel[19]. Previous studies have illustrated a close 
relationship between PTSD among relatives of patients admitted 
to Intensive Care Unit and its personnel. Azoulay and colleagues 
found that family members of ICU patients are at high risk of 
PTSD with an incidence of 33.1% and it is detectable among 
those who share in end-of-life decisions (81.8%)[20]. Mealer and 
colleagues revealed that ICU nurses have an increased preva-
lence of PTSD symptoms (24%) compared with other general 
nurses (14%)[21]. The results of these studies suggest that PTSD 
is a significant problem among relatives of ICU patients and ICU 
nursing personnel, which can lead on to have implications in 
their lives outside of the ICU environment.
 The objectives of the study reported in this article were: 
(a) investigate if the family members of patients admitted to In-
tensive Care Unit and the ICU nursing personnel of a teaching 
hospital in London would benefit from psychological support; 
and (b) if so how it could be implemented ensuring their emo-
tional needs are met. We have reported the outcomes of two dif-
ferent surveys: one investigates the families’ emotional needs 
from their own point of view and from the the point of view of 
the ICU personnel; with the other questionnaire enquiring into 
the emotional needs of the ICU nursing personnel.
Method
Setting
 Questionnaires were distributed in the Intensive Care 
Unit of a teaching hospital in central London, UK.
Time
 Data collection was conducted from 11th August 2014 to 
2nd December 2015. The questionnaires titled Supporting Fam-
ilies Emotional Needs were given to the families members and 
to the nursing personnel from 11th August to 1st October 2014. 
The questionnaire titled Supporting Staff Emotional Needs was 
given to the health professionals from 4th November to 2nd De-
cember 2015. 
Ethic approval
 The study was conducted in accordance with the UK 
Good Clinical Practice (GCP) code of research practice, Clin-
ical Audit Patient Panel (CAPP) Reference Number 670. All 
the clinical audit activity took account of the Data Protection 
Act (1998), Caldicott Principles (1997) and NHS Confidentially 
Code of Practice (2003). 
Type of survey
 The project included two different surveys: the first in-
tended for family members’ psychological support called “Sup-
porting Families Emotional Needs” (Group 1) consisting of a 
questionnaire completed by ICU patients’ relatives (Group 1A); 
and another questionnaire completed by ICU personnel mem-
bers with regards to patients’ relatives (Group 1B). The second 
survey called “Supporting Staff Emotional Needs” made for 
and completed by ICU personnel members (Group 2). All the 
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three questionnaires (“Appendix”) were composed of closed and 
open-ended questions and they included also questions that en-
quired into the possible design of the support service. The ques-
tionnaires were structured into three parts: the first part asked 
about the relationship with the patient (for family) or the job title 
(for staff), in the second part there were several questions about 




 There were 77 questionnaires completed. In Group 
1 there were 41 questionnaires completed on the “Supporting 
Families Emotional Needs” survey and in the Group 2 there 
were 36 questionnaires completed in the “Supporting Staff Emo-
tional Needs” survey. Figure 1 illustrates the study population 
and the division of the considered groups.
Figure 1: This figure illustrates the distribution of the study population. 
The pie charts represent: a) 77 participants divided into two groups, 41 
(53%) in Group 1 and 36 (47%) in Group 2; b) 41 Group 1 members 
divided into two categories, 16 (39%) family members in Group 1A 
and 25 (61%) ICU personnel in Group 1B; c) Distribution of the 16 
Group 1A members based on the relationship with the patients:: 3 wives 
(19%), 1 husband (6%), 1 partner (6%), 3 mothers (19%), 3 fathers 
(19%), 2 sisters (12%), 2 daughters (12%) and 1 sister-in-law (6%); 
d) Distribution of Group 1B members based on the job title: 19 nurses 
(76%), 3 doctors (12%) and 3 other professionals represented by 1 lead 
divisional pharmacist and 2 physiotherapists (12%). e) Distribution of 
Group 2 members based on the job title: 22 nurses (62%), 7 doctors 
(19%), 2 other professionals represented by 1 lead divisional pharma-
cist and 1 physiotherapist (6%) and 5 participants have not declared 
their job title (14%).
Supporting Families Emotional Needs (Group 1)
 Group 1A members questionnaire results: A ma-
jority of relatives answered that they would be interested in 
speaking themselves (38% yes - 6 participants) or other fami-
ly members (38% yes - 6 participants, 50% maybe/not sure - 8 
participants) to a specially trained member of staff about any 
emotional stresses they were experiencing whilst the patient 
was on the intensive care unit, and 56% (9 participants) felt that 
they may benefit from this service. The possibility to attend a 
group session or a mindfulness meditation group were not ac-
cepted with enthusiasm: specifically, the answers to these two 
questions were respectively undecided (37% maybe/not sure - 6 
participants) or opposed (31% no - 5 participants) to the first 
one and clearly contrary (50% no - 8 participants) to the second 
one. When family members were asked when they thought that 
the service could be most useful for them, the majority (50% - 8 
participants) answered whilst the patient is on the ICU and after 
their discharge from the unit. Between making an appointment 
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or attending a ‘drop-in’ session, the 38% of them (6 participants) chose to make an appointment.
 Group 1B members questionnaire results: A majority of ICU personnel (88% - 22 participants), were of the opinion 
that relatives would be interested in speaking to a specially trained member of the staff about any emotional stresses whilst was an 
inpatient on the intensive care unit and 92% (23 participants) felt that a benefit would be achieved from the support service. When 
they were asked about their experience on being approached about counselling or support services by family members, the majority 
(52% - 13 participants) said were not in favour and of those who were in favour, a large proportion stated that it happened often 
(58% - 7 participants) between 0 and 5 times. 88% of the personnel members (22 participants) have indicated that the support service 
would be most useful for relatives both during the inpatient admission and after the patient had been discharged. When asked if they 
thought it would be most useful to be able to make an appointment or attend a ‘drop-in’ session, the majority (44% - 11 participants) 
were ambivilant. Most of ICU personnel members (92% - 23 participants) said that they would feel comfortable recommending the 
support services to patients relatives. The answers of both Group 1A and Group 1B members are represented in Figure 2.
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Figure 2: This figure illustrates the questions asked to and the answers given by respondents to the first survey (Group 1). The same questions have 
been reported with the same colours in order to make more visible the differences between the points of view of the two groups. a) 7 questions 
asked to Group 1A and corresponding answers. b) 7 question asked to Group 1B and corresponding answers.
Supporting Staff Emotional Needs: Group 2 members questionnaire results
36% (13 participants) of nursing personnel answered that they would not be interested in speaking to a specially trained member of 
staff about any emotional stresses they were experiencing in the intensive care environment. There was, however, a marked differ-
ence in their opinion regarding other team members potential for utilising the service (64% - 23 participants). In addition they felt 
that other members of staff would benefit from this service (61% yes - 22 participants). While 53% (19 participants) were unsure 
about attending a group session, the opinions on attending a mindfulness meditation group were different: some of participants (36% 
- 13 participants) said that they would find it interesting, whereas 36% (13 participants) said that they would not. The questionnaire 
highlighted a desire for an anonymous service (33% - 12 participants), but not for a service outside of the ICU (36% - 13 partici-
pants). When asked when they thought that the service could be most useful for them, 42% (15 participants) answered both whilst 
in the ICU environment and after leaving. 36% (13 participants) had no preference between making an appointment or attending a 
‘drop-in’ session. Figure 3 shows the results set forth above.
Figure 3: This figure illustrates the questions asked to and the answers given by respondents to the second survey (Group 2). The 9 questions are 
reported using the same colours coded system used in Figure 1 in order to make easily visible the difference between the personnel’s answers in 
the two surveys.
Comparison between the point of view of Group A, B and C members
 Group 1A versus Group 1B: 38% of family members (6 participants) expressed interested in speaking to a specially 
trained member of staff about any emotional stresses experiencing whilst their loved ones are on the ICU, likewise 88% of ICU staff 
(22 participants) thought that the relatives would positively benefit. Although participants in both groups agree that family members 
would benefit from speaking to a specially trained member of staff, it occurs in two different percentages. However, only 25% of 
ICU patients’ family members (4 participants) compared to 92% (23 participants) of ICU staff members, stated that they would 
recommend these services to patients’ relatives. In Figure 4 is shown the comparison between the results obtained in the two groups 
analysed.
 Group 1B versus Group 2: While 88% (22 participants) thought that the relatives of ICU patients would be interested in 
a psychological support service, 36% (13 participants) felt that they themselves would not be interested in speaking to a specially 
trained member. The majority of the ICU personnel consider psychological service useful, but with differing degree depending on 
the subject group: 92% of the personnel (23 participants) felt that the patients’ relatives would benefit from this service,61% of them 
(22 participants) thinks that it would be useful for themselves. Figure 5 shows the differences between the results of questionnaires 
given to ICU personnel members in the first and in the second survey.
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Figure 4: Comparison between the point of view of Group 1A and Group 1B members. In the upper part of the figure are shown the Group 1A 
members’ answers to the questions 1 and 3 of the survey “Supporting Families Emotional Needs” for family members. The percentages of their 
positive response (38% to question 1 and 25% to question 3) are lower than the Group 1B members’ ones and the presence of negative responses 
(31% to questions 1 and 13% to question 3) and of undecided responses (25% to question 1 and 56% to question 3) indicate that, although the 
majority thinks that such a service would be useful and they would use it, many of them are not convinced of this. In the lower part of the figure 
are shown the Group 1B members’ answers to the questions 1 and 2 of the survey “Supporting Families Emotional Needs” for ICU staff members. 
The percentages of their positive responses (88% to question 1 and 92% to question 2) indicate that they believe in the utility of a support service 
for families.
Figure 5: Comparison between the point of view of Group 1B and Group 2 members. In the upper part of the figure are shown the Group 1B mem-
bers’ answers to the questions 1 and 2 of the survey “Supporting Families Emotional Needs” for ICU personnel. The percentages of their positive 
responses (88% to question 1 and 92% to question 2) indicate that they believe in the utility of a support service for families. In the lower part 
of the figure are shown the Group 2 members’ answers to the questions 1 and 3 of the survey “Supporting Staff Emotional Needs”. 31% of them 
answered to question 1 that they would use the support service and 36% gave negative response. Most of Group 2 members (61%) are convinced 
that a support service would be useful for themselves and other personnel members (question 3).
Discussion
 The general opinion regarding psychological support service from participants was a positive one. What emerges from 
the comparison between the answers of the two different considered groups in the survey “Supporting Families Emotional Needs”, 
is that their position on psychological support is different. Fewer than expected participants expressed interested in speaking to a 
specially trained member of staff about any emotional stresses experiencing whilst their relatives are on the ICU. This is in contrast 
to the majority of ICU personnel who thought that the relatives would indeed benefit positively. Although this view was reflected by 
the majority of participants in both groups, it occurs to different degrees, as discussed above.
 However, even though staff responded positively to the introduction services for patients relatives, they were not so forth-
coming regarding needing to use the service themselves. The majority felt it would be positive for relatives, and aid in the processing 
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of the events that take place in the intensive care unit. However, 
the number of personnel who expressed interest for themselves 
was lower; yet many would consider referring a colleague to the 
service. From this stark difference in sentiment, we can infer that 
there is a definite need for psychology support services for both 
medical staff and relatives. Yet interestingly, the strategies for 
utilising the services need to enable the people who need them 
the most to feel free and able to access the service. 
 The difference between the two opposite positions of 
the ICU staff represented in the two surveys reflects the individ-
ual interpretation of need for services depending on their point of 
view: the professional one with the attitude to give help (Group 
1B) and the human one with the ability to accept help (Group 
2). For both ICU patients’ family members and ICU personnel 
it appeared to be difficult to admit that they may needed help 
for themselves and as Stephen Brett explained in the foreword 
to NICE clinical guideline 83 - Rehabilitation after critical ill-
ness (page 6), “it was recognised that information around social 
services and benefits is often difficult to obtain and understand 
by those who need it”[22]. The difficulty in admitting PTSD was 
well highlighted in a passage of the Robert N. McLay’s book “At 
war with PTSD: Battling Post-Traumatic Stress Disorder with 
Virtual Reality” in which the author wrote “There are many rea-
sons someone would or would not believe in PTSD. Truth is a 
hard thing to get to. I have always liked the philosopher William 
James’s take on the subject. He said that things are true to the 
extent they are useful. PTSD is a useful concept. It should not 
define who a person is or give anyone the excuse to fail, but it 
can give a pattern for recovery. If trauma had nothing to do with 
symptoms, then confronting trauma would not help a person to 
overcome her problems. But it does.”[23]. Although, as the sur-
veys results show, both ICU patients’ relatives (Group 1A) and 
ICU personnel (Group 2) found it difficult to admit to needing 
help. It is important therefore to ascertain the best ways of pro-
viding support for them. All questionnaires in this study includ-
ed some specific questions aimed to aid the design of a suitable 
service. 
 In the survey “Supporting Families Emotional Needs” 
the majority of each group agrees that the support services would 
be useful both whilst as an inpatient and after discharge (50% of 
relatives - 8 participants, 88% of staff - 22 participants). Be-
tween attending a ‘drop-in’ session or making an appointment, 
most of family members (38% - 6 participants) prefer to make 
an appointment; conversely most of staff members suggest ei-
ther to make an appointment and to attend a ‘drop-in’ session 
(44% - 11 participants). Further in the survey “Supporting Staff 
Emotional Needs” the ICU personnel members (42% - 15 par-
ticipants) thought that the support service would be useful both 
whilst working on the ICU and after leaving the ICU environ-
ment. The most appropriate service in the personnel members’ 
opinion was to either make an appointment or attend a ‘drop-in’ 
session (36% - 13 participants). Moreover, 33% (12 participants) 
of ICU personnel were interested in an anonymous service, but 
not out of the workplace (36% no - 13 participants).
 As results show, the most suitable service for all of par-
ticipants should be readily available in the Intensive Care Unit, 
with the option of either making an appointment or attending 
a ‘drop-in’ session. This second option, as some of them have 
specified in the comments, would allow them to utilise the ser-
vice on a more immediate and ad hoc basis, allowing them to 
address emotional stress in the acute phase, without the com-
mitment of making an appointment. The surveys proposed two 
forms of psychological support therapies: attending a group in 
session and attending a mindfulness meditation group. Neither 
were enthusiastically embraced by either participant groups, 
but the group sessions were received positive by the personnel 
group. With regards to ‘drop-in’ and scheduled opportunities, 
both personnel and relatives expressed this would be the most 
suitable path to accessing services.
 It is clear that there is no single way to combat PTSD 
that would fit every person. The support service proposed within 
this article may increase the chance of addressing PTSD in its 
sufferers, giving them the possibility to find the most suitable 
form of support which would be tailored to their needs. It is im-
portant to acknowledge the PTSD sufferer’s input regarding the 
type of support service given, as well as that of patients’ family 
members and ICU nursing personnel.
Analysis of participants’ comments
 Studying the comments of the two questionnaires is vi-
tal to better understand the best way of supporting the participant 
groups. Overall, the comments were positive and they revealed 
that many participants consider the psychological support for 
people with PTSD a good idea. Among family members, several 
of the participants wrote further comments, and from the these 
we can firstly notice that they appreciate the work of the nurs-
ing staff members. However, many commented that having the 
opportunity to discuss issues with an experienced specialist and 
also having a time for a discussion where questions can be asked 
and answered would be valuable. 
 Nearly half of the staff members sustained the need for 
emotional support for family members with comments. One of 
them wrote that a ‘drop-in’ session may feel less formal and take 
any feelings of pressure about the meeting off the family mem-
bers. Another wrote that they would feel comfortable recom-
mending this service to patients’ relatives, but it might be better 
if the service introduced themselves informally at the bedside.
 Personnel comments showed a positive appreciation 
towards the idea of having psychological service available on 
the unit, with some noting that it would be particularly useful 
after a patient’s death or demanding shift. Some stated that they 
did not feel the need for a psychological support service them-
selves, but it would be useful for other members of their team 
who encounter stress or stress related illness. The most concern-
ing comment said that ‘it would have been nice if someone for 
once would have thought about the nursing staff’ this demon-
strates a clear need to provide urgent support service in the In-
tensive Care Unit.
Conclusion
 Research states that both relatives of ICU patients and 
the personnel caring for them are at high risk of develop PTSD 
symptoms. It is important to address this gap in the holistic care 
of the patient, their families but also staff members, this could 
be done with the introduction of a support service available in 
the Intensive Care Unit. Nowadays there are many therapies and 
psychological treatments for adults with PTSD, as Cusack et al. 
Analysed[24]. The collaboration between patients and researchers 
is an important step towards finding best strategies to be taken 
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against this disorder. Although PTSD presents with a wide ar-
ray of symptoms and presentations, it is key to address them for 
every person who has contact with the intensive care environ-
ment. It is challenging; however, by providing a safe and quali-
fied environment to address such issue, we hope to alleviate the 
challenges that PTSD can present in an intensive care situation. 
It is also important to note that further research is need to not 
only evaluate the effeteness of any proposed changes, but also 
address the wider aspects cased by PTSD. 
 The study has provided insight into the types of ser-
vices which are considered helpful by these different groups, 
however more research is needed to varify the usefulness of such 
a support service.
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Appendix: Below are reported the questionnaires that were distribuited to the study participants: Group 1A questionnaire is shown 
in figure 6, Group 1B in figure 7 and Group 2 in figure 8.
Figure 6: “Supporting Families Emotional Needs” survey: questionnaire delivered to family members (Group 1A).
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Figure 7: “Supporting Families Emotional Needs” survey: questionnaire distributed to ICU personnel (Group 1B).
Figure 8: “Supporting Staff Emotional Needs” survey: questionnaire given to ICU personnel (Group 2).
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